No. 2

1-10.39

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

| A

DEPARTMENT OF COMMERCE
Byrgau oF THE CENSUS

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No.__

State Fils N 11410

Registrar’s No 3 5-

022

1. PLACE OF DEATH:

{a) County.
(d) City or town

Jefferson

NeSaotno
(If outgide clty or town Limits, write “BUAAL" and name of townabip)

(¢} Name of hospltal or institution: V

711 <% . Ionis. St

{If pot in hoapitel of (nstitotion, write strest buruber ar losation)

2. USUAL RESIDENCE OF DECEASED:

@) sate _Missoudi. . @ coumy
© DeSoto
¢ ﬁ ity or town

{If outside city or town limit- wrize "RURAL"}

711 St.Louils, St.

Jefferson

16. {0} Informant

17, _ﬁu:p. s
@ I\ m-mn. of remoYa)l

{¢) Place: burial or crematio:
18. (o) Signature of funeral director.

2]

Mo.

{d) Length of atay: In hoepital or instit Mo {d) Street No . 3
' . {(Bpecify whether {If rurel, give Incation)
In this community, 2 10 7Him
years, months or days} {e) If forelgn born, how long in U. 5. A.? vears.
MEDICAL CERTIFICATION
8. {a) PRINT (
R Te_Joanne Plerce (2] % March 18
8. ) If ) Secarit 20. DATE OF DEATH: Month = day.
. teran, Social
) veteran ¢ Y year, 1940 hour. 9 minite, O A 'N[
name war. No
21. I hereby certify gbat I attended the deceased from
1 5, Color or nit 6. {a) Single, wldowid x:zfl_arﬂedt MMJ /3 19_'}‘2' to. hM / g 15
w € nian T e
4. Sex female race divorced that I last saw h alive on 19_.._;
6. (b) Name of husband or wife_.— oo 6. (&) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
Infant alive. ... Wdiate cause of death ’
H MG AR, et
7. Birth date of deceated March 18 1940 o ‘/7——- '}
{Month) {Day) (Yoar)
B. AGE: Yeara Montha Day» If legn than one day The to. E;/
. hr. min. L4
- Duye to.
9. Birthplaces......DES.01L0 Mo
(Clty, town, or connty) {S1ate or lorcign oountry)
: . Other conditions
10. Usual occupation - (lncludo!;w-:ulncy within 3 mooths of death)
13. Industry or business - PHYSICIAN
f::: Major findinga:
g { iz. Name__.Glgude-Pleres ——— oz — Of operations, Underline
= L1s. Bicthplace—__Mobherly vio, () the cause to
] 'which death
n, (State or foreign conotry)
Y L7 0 T £ YT Wkl 2= sbouid be
B9 15 mirmpice_ ST LoUis Mo, OJ , tistically.
= ) ¥ {Btate or foreign country) 22. [f deatb was due to external couses, fill in the following:

(8) Accident, suicide, or bomicide (specify)

(&) Date of cocurrence,

{ ere did injury occur?_ =L

or town) (Cnanty) (Seats)

1 (City
mf"o’ Did injtiry occur in or about home, on !arm. in industrial place, in public place?

(%) Date ME_W e _r)J qd™
ﬁunset—-Qt Louis éo.,
__Lee Mothershesd _

(Specify lm- of place)
cant of injury__

While at work?.

DeSoto,
ey A A
19 @ (Date recoived localrogistrar) @ {Registrar's sigoatare) Ad ' Date &EM%L%

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certiﬁcate'_wa's embalmed by me, or by

.

Registered Ap'prenti.ce_ No

working under my personal supervision,

Signed

Licensed Embalmer No ‘ '

.. 7 PO, Address___

Note: The above MUST BE SIGNED BY THE LICENSED EMBAL\IER in his OWN HANDWRITING.
the above constitutes grounds for revocation of license.)

(Failure to comply with

e S
- v

N If this body is.not emhalmed, above space should be left blank.




